Hospital nurses who are working mothers are challenged to maintain their personal health and model healthy behaviors for their children. This study aimed to develop and test an innovative 10-week worksite physical activity intervention integrated into the work flow of hospital-based nurses who were mothers. Three volunteer adult medical-surgical nursing units participated as intervention units. Fifty-eight nurses (30 intervention and 28 control) provided baseline and postintervention repeated measurements of physical activity (steps) and body composition. Intervention participants provided post-intervention focus group feedback. For both groups, daily steps averaged more than 12,400 at baseline and postintervention. No significant effects were found for physical activity; significant effects were found for fat mass, fat index, and percent fat (p < .03). Focus group findings supported the intervention and other data collected . The worksite holds promise for targeting the health of working mothers. Future research is warranted with a larger sample, longer intervention, and additional measures.
ment of Health and Human Services, 20 I0) . Of these, 93 % were female ; more than half of these nurses have child or adult household dependents. The vast majority of nurses worked at least II month s per year (i.e., fulltime ). Hospital nursing is a 24/7 profe ssion, requiring long, sometimes rotating, shifts and frequent overtime (Admi, Tzischinsky, Epstein, Herer, & Lavie , 2008; Rogers, Hwang, Scott, Aiken, & Dinge s, 2004) . One study found that more than half of nurses' shifts were more than 8.5 hours, with 39% being 12.5 hours or more (Rogers et al., 2004 ) . This profile of nursing leaves little time and energy for physical activity and other self-care strategies; thus, nurses are vulnerable for health concerns and a challenging population to reach for intervention. The wellknown Nurses' Health Study has produced considerable longitudinal data on nurses' health (Colditz & Hankin son, 2005 ; Colditz, Manson, & Hank inson, 2009 ). However, the focus has been more on nurses as a proxy for women and their health than on nurse s' health specifically. Stud-
Applying Research to Practice
The study findings suggest that worksite physical activity interventions can be integrated into the work flow of hospital nurses who are working mothers, having effects on physical activity levels and body fat. A flexible intervention approach that can be tailored to individual needs and preferences as well as hospital unit structure and practices was examined. Activities included workstation treadmills, stair climbing, walking meetings, and engaging in brief 3-to 5-minute bouts of guided physical activity while at work. Nurses expressed satisfaction with the approach and provided many suggestions for future improvements. Occupational health nurses can use the findings to guide innovative strategies for promoting employee health and well ness, particularly for working mothers.
ies with a more specific focus on nurses' health behaviors within the context of their work environment have been limited. A few recent reports have indicated that working nurses mirror the general population in terms of overweight and obesity rates (66%), physical activity levels, and other health habits (Tucker, Harris, Pipe, & Stevens, 2010; Zapka, Lemon, Magner, & Hale, 2009 ).
An additional concern for female nurses regarding overweight and obesity is the risks for their children. Weight problems that develop early in life can be tracked across the life span and children with a parent, especially a mother, who is overweight have an increased risk of becoming overweight (Reilly et al., 2005; Whitaker, Jarvis, Beeken, Boniface, & Wardle, 2010; Whitaker, Wright, Pepe, Seidel, & Dietz, 1997) . Additionally, maternal employment appears to influence childhood physical activity levels and risk of obesity. According to a large U.S. study (6,283 mother-child pairs from the National Longitudinal Survey of Youth database) and parallel Canadian study (3, 488) , more maternal hours worked per week over the course of a child's life increases the risk of the child being overweight (Anderson, Butcher, & Levine, 2003; Phipps, Lethbridge, & Burton, 2006) .
Thus, innovative health-promoting strategies are needed for working female nurses and their children. Worksite strategies may be a reasonable option for addressing the unique and complex needs of this population. A growing body of literature suggests that worksite health promotion programs can positively affect physical activity levels. Gilson et al. (2009) implemented a worksite intervention with university employees at three different sites. This study focused on increasing daily walking and decreasing sitting time through both planned route walking on workdays and incidental walking incorporated into daily work tasks. Although sitting time did not decrease during the intervention, a significant increase in the number of steps walked, with the most sedentary participants having the greatest increase in physical activity, was realized. In general, physical activity levels have increased with worksite interventions, but the magnitude of increase is relatively modest (Barr-Anderson, AuYoung, Whitt-Glover, Glenn, & Yancey, 2011; Dishman, Dejoy, Wilson, & Vandenberg, 2009; Dishman, Vandenberg, MotI, & Dejoy, 2010) . This modest effect may be related to participant variability in response to the intervention programs. In addition to results from the limited number of randomized control trials, employees at worksites with multiple policies and environments supporting physical activity are more likely to meet physical activity recommendations (Dodson, Lovegreen, Elliott, Haire-Joshu, & Brownson, 2008) . A remaining gap in the literature, however, is a specific study about physical activity strategies that are integrated into the work flow of nurses, a group with unique stressors and needs that often make health promotion, and specifically adequate physical activity, challenging.
In this study, the researchers focused specifically on the work environment of female nurses who are parents of minor children. The overall purpose of the study was to develop and pilot test an innovative worksite physical activity intervention integrated into the work flow of lean, overweight, and obese hospital-based nurses who are mothers of 1-to 16-year-old children. In Phase I of the intervention, the researchers developed a physical activity program to model, teach, and facilitate increased physical activity in the work flow of lean, overweight, and obese female registered nurses. The aim of Phase II, the focus of this article, was to pilot test the feasibility and preliminary effects of the intervention. The researchers' specific hypothesis was that nurses' physical activity levels at work could be increased through a worksite intervention that integrated physical activity into daily work flow. A secondary hypothesis was that the intervention would also lead to reductions in body fat.
METHODS

Design and Participants
A quasi-experimental design was used to pilot test the efficacy and feasibility of a worksite intervention to increase physical activity of hospital-based registered nurses. A total of 58 nurses (30 intervention and 28 control) who met inclusion criteria were recruited. The Figure includes participant enrollment and completion. Nurses for the intervention group were selected from three adult medicalsurgical units with nurse managers who were willing to redesign the nursing unit and work flow to accommodate the intervention. Participants for the control group were selected via institutional research advertising mechanisms, including a web-based classified advertisement page for research studies, flyers displayed in designated areas, and e-mail recruitment announcements.
Eligibility criteria for both groups were established to represent a typical medical-surgical nurse who worked at least half time, had a well-established routine, and was the mother of a child I to 16 years old. Other inclusion criteria were at least 1 year of nursing experience, non-Enrollment (n = 58) smoker, age 22 to 55 years, not pregnant or breastfeeding, free of acute or chronic illnesses that were not under the management of a health care provider, and not currently a vigorous exerciser as defined by the Centers for Disease Control and Prevention (2007) . Additionally, to ensure representation of the full range of body sizes, the researchers aimed to enroll 10 participants per group in each of the body mass index (BMI) categories: lean Exclusion criteria were non-English-speaking, screening tests that were outside of normal ranges or not cleared by the participant's primary care provider, existence of an acute or chronic illness that could place the participant at risk, currently smoking, and vigorous exercising. In addition, control participants were excluded if they were employed on any of the three intervention units. Of the 30 intervention nurses enrolled, three were excluded following enrollment due to new pregnancies or concerns about time commitments.
Sidebar
Post-Intervention Focus Group Questions
• What is your overall impression regarding our aim to integrate physical activity into the work flow?
• Which intervention activities did you find to be most helpful in increasing your physical activity within the work flow?
• Which intervention activities did you find to be least helpful in increasing your physical activity within the work flow?
• Which factors facilitated your ability to participate in the intervention activities?
• What barriers influenced your ability to participate in the intervention activities, specifically related to the activities we selected?
• Which barriers in general impeded your overall participation in the intervention activities within the work flow?
• What factors would be important to be successful in modifying the work environment to facilitate or increase nurses' physical activity into the work flow?
• Would you recommend further testing this intervention for nurses?
• Do you have any other comments or suggestions?
Intervention
The intervention was a worksite strategy that involved manipulation of the physical environment, provision of social reinforcements, and a menu of options that included strategies for engaging in physical activities while at work and away from work. The intervention was based on principles from cognitive-behavioral and social learning theories and the researchers' previous work on energy expenditure (Lanningham-Foster et al., 2006; Levine, Eberhardt, & Jensen, 1999; Levine et al., 2005; Levine & Miller, 2007) and parent training (Gross, Fogg, & Tucker, 1995; Tucker & Gross, 1997; Tucker, Gross, Fogg, Delaney, & Lapporte, 1998) . The intervention was specifically guided by a child obesity prevention conceptual model that posits parents as core agents of change (Golan & Crow, 2004a , 2004b Golan & Weizman, 2001 ).
The intervention was titled "WellNURSE 24/7" to depict the daily health and wellness needs of nurses. A menu of options was created based on feedback from staff during Phase I of the study. Options included walking treadmill workstations (treadmill equipped with support for a laptop computer), standing workstations, walking nursing rounds and meetings, Nintendo®Wii™ game tools, cues for taking stairs and walking breaks, and 3-Minute Energy Burst video clips (3-minute video clips created by the study investigators and designed to allow quick bursts of energy expenditure in any setting while wearing any attire).
Participants were provided an intervention toolkit that contained several resources, including a water bottle, bailer bag, tote bag, research-grade pedometer, resistance band, relaxation ball, relaxation CD, DVD of Energy Bursts, nutrition and physical activity tips brochure, nutritious snack, walking meeting tag, Frisbee®, and wellness journal.
All participants were provided a 30-to 6O-minute intervention introduction session. Participants were asked to increase their overall physical activity for 10 weeks by 1 hour each workday, 30 minutes of which were to be through walking (i.e., 1 hour is approximately 3,000 to 4,000 steps) (Tudor-Locke & Basset, 1994) . Participants were instructed they could choose any or all of the options as long as they met the increased time goals. All participants were introduced gradually to the physical activity program with a target for increasing overall daily hours of physical activity by 1 hour per day to occur over a 2-week acclimation period. Participants were encouraged to use a waist-worn pedometer (Yamax Digi-Walker, SW-200, New Lifestyles, Lee Summit, MO) during the lO-week period to give them physical activity feedback.
Measures
The primary endpoints for this intervention were feasibility, physical activity levels, and change in fat mass. Feasibility was evaluated by the ability to reorganize nursing units with the equipment and tools to integrate physical activity into work flow and by nurses' feedback regarding facilitators and barriers to their ability and willingness to use the equipment and tools. These data were collected through focus groups conducted after each unit intervention phase ended. Focus groups were chosen over individual evaluation surveys to allow participants to use each others' comments in responding to facilitator questions. It was also believed that offering lunch and an opportunity to talk rather than complete another form would be preferred by busy nurses. The study principal investigator led the focus groups and the co-principal investigator was present and asked additional questions. The study coordinator took notes and each focus group was audiotaped to ensure all responses were heard. Questions asked to guide discussion are listed in the Sidebar.
Physical activity was measured during a 2-week period to capture at least 3 workdays and 3 non-workdays using an ankle-worn walking monitoring device with demonstrated validity and accuracy (StepWatch™ Activity Monitor [SAM], OrthoCare Innovations, Oklahoma City, OK). The SAM is a research-grade instrument for longterm assessment of ambulatory activity during day-to-day life. It is a small (70 X 50 X 20 mm: 38 g), waterproof, self-contained device worn on the ankle that records the number of strides taken every minute between downloads. The SAM provides no feedback to the participant. The sensitivity of the SAM is tuned to each subject by specifying the subject's height and gait characteristics during programming.
Step detection accuracy exceeds 98% both for unimpaired gait and for movement styles that have traditionally been difficult to monitor accurately.
Fat and lean mass were measured through assessments of body composition using dual-energy x-ray absorptiometry (DXA, Lunar DPX-IQ, GE Healthcare, Piscataway, NJ). The precision of DXA for determining body fat is well established (Glickman, Mam, Supiano, & Dengel, 2004; u, Ford, Zhao, Balluz, & Giles, 2009 ).
An impressive correlation has been detected between fatfree mass determined by DXA and lean body mass from multislice computed tomography (Levine et al., 2000) . Quality assurance procedures included using the same DXA scanner throughout the study and regular calibration of the DXA scanner (Bredella et al., 20 I0; Glickman et al., 2004; Li et al., 2009 ).
Procedures
After securing study approval from the Institutional Review Board, the investigators sought a convenience sample of intervention units run by nurse managers willing to support changes in the unit structure and work flow. Open forums were held to describe the study and recruit participants. All participants' baseline data were collected on each of the intervention units before the intervention was launched. Of the three intervention units, one unit began in late summer and finished in fall, one unit started in early fall and ended in winter, and the final unit started in winter and ended in early spring. Most of the control participants were enrolled in the study starting in early to late winter and finishing in either early or late spring.
Written informed consent was obtained from all participants. Weight and height were measured using a calibrated scale and stadiometer, respectively (Seca 644, Seca, Hanover, MD). Participants had a brief examination by a study physician or nurse practitioner to ensure adherence to study criteria. When potential participants' screening information was outside normal limits, their primary care physicians had to approve their participation.
For 2 weeks prior to beginning the intervention and during the last 2 weeks of the intervention, participants were asked to wear the SAM to measure their physical activity. Each participant had 6 days of walking activity measured at baseline and at the end of the intervention (i.e., during weeks 1 to 2 and II to 12) using the SAM. These data were collected on both workdays and nonworkdays. Repeated measures (i.e., body composition, height, weight, vital signs, and physical activity measured by the SAM) were collected from all participants at baseline and after 10 weeks of intervention participation.
AAOHN JOURNAL· VOL. 59, NO.9, 2011
Data Analysis and Interpretation
Height, weight, age, body composition, BMI, and step data were calculated for each participant. Body fat mass index (BFMI) was calculated using body fat mass in kilograms from DXA divided by height in meters squared (Kyle, Morabia, Schutz, & Pichard, 2004; Peltz, Aguirre, Sanderson, & Fadden, 2010; Vanltallie, Yang, Heyrnsfield, Funk, & Boileau, 1990) . This measure was added because it is conceptually the only noninvasive summary measure of fatness that is independent of skeletal muscle mass.
Data from the SAM devices were analyzed through standardized procedures. Daily step count data were examined for completeness. A "complete" day of step data was defined as a day when the pedometer was worn during all waking hours. For a participant's step count data to be included in the final analyses, at least 6 days of complete data were needed, including 3 workdays and 3 nonworkdays (Trost, Mclver, & Pate, 2005) . Mean values for steps taken were calculated for each period.
To address the study hypothesis regarding group differences over time, participants were excluded from the analyses if they had any missing data. Differences between groups in BMI, fat index, fat mass, percent fat mass, lean mass, percent lean mass, and average daily steps from baseline to post-intervention (i.e., calculated as post-intervention minus baseline) were examined using two-sample t and Wilcoxon rank sum tests. The differences were also evaluated after adjusting for baseline BMI using linear regression models. Differences in BMI, fat index, fat mass, and average daily steps were ranked for these linear models because the distributions of these differences were not normal. Statistical analyses were performed using the SAS software package (SAS Institute Inc., Cary, NC). All tests were two-tailed and p values less than .05 were considered statistically significant.
RESULTS
Participant Characteristics
Fifty-eight women were included in this study. Participants were White and non-Hispanic. The median age of all 58 participants was 32.5 (M = 35, SD = 6.91) years. The median number of hours worked each week was 32 (M = 31.5, SD = 5.3, range = 20-40). Fifty-one (88%) of the total sample of participants were married. The number of children per participant ranged from I to 4, and the ages of the target children ranged from I to 16 years. Table 1 presents participants' characteristics by group. No significant differences in age, work experience, number of hours worked, marital status, or age of children between control and intervention participants were found.
Intervention Effects on Physical Activity
The primary goal of this study was to test the feasibility and preliminary effects of a lO-week innovative worksite physical activity intervention integrated into the work flow of lean, overweight, and obese hospital-based registered nurses who are mothers of 1-to 16-year-old children. The researchers hypothesized that nurses' daily physical activity levels could be increased through inno- vative worksite strategies. Table 2 shows physical activity levels at baseline and post-intervention for each group, as well as the change in levels over time. The hypothesis that intervention participants' physical activity levels would increase significantly more than control participants' during workdays was not supported statistically. Both groups increased steps from baseline to post-intervention, with control participants averaging an increase of 1,358 daily steps (SD = 3,089) and intervention participants averaging 1,424 daily steps (SD =2,985).
Both intervention and control groups had active physical activity levels at baseline, with both groups averaging more than 12,400 daily steps (Table 2) . Differences between groups were also not significant after adjusting for baseline BMI. Using the guide that 30 minutes of walking is approximately 1,500 steps (Tudor-Locke & Basset, 1994), the change in steps was converted to change in walking time. Although no significant difference between control and intervention participants regarding daily steps taken was found, it was interesting to observe that control participants and intervention participants increased daily walking time by approximately 27 minutes and 28 minutes, respectively. The specific walking goal for the intervention was to increase daily workday walking by 30 minutes.
Intervention Effects on BMI and Body Composition
The secondary hypothesis was that the intervention would lead to reductions in body fat. Differences in fat index, fat mass, percent fat mass, lean mass, and percent lean mass were assessed between groups (control and intervention) at baseline, post-intervention, and for change over time. Significant differences were found in change over time for fat index (p < .027), fat mass (p < .028), and percent fat mass (p < .035), all favoring the intervention participants. That is, intervention participants lost significantly more body fat mass than control participants (mean fat mass decrease of 0.68 and 0.07 kg for intervention and control participants, respectively) over time. They did not significantly increase their lean mass, but did have significant increases in percent lean mass that are likely a result of overall proportion changes. These differences remained significant after adjusting for baseline BMI.
Participant Evaluation Feedback
Participants from all three units provided feedback about the intervention strategies through post-intervention focus groups held on each of the intervention units. Seventeen participants attended one of three focus groups. Participants identified the following: (I) the trial showed that it was possible to integrate fun and physical activity into work flow; (2) nurses were more mindful of physical activity throughout the day, including when home with children; (3) the intervention served as a stress reliever at work; (4) support of coworkers and the manager as facilitators; and (5) preferences for the Nintendo®Wii™, taking stairs, using pedometers, and the Energy Bursts clips.
Participants made several recommendations for future implementation. Strong recommendations included lengthening the intervention to provide more time to integrate more physical activity into work flow and normalize the processes; engaging coworkers to ensure participation, encouragement, and support; and providing adequate privacy for activities. Also emphasized was the need for tool instruction, including demonstrations and expanding use of technology (e.g., e-mail reminders or heart monitors). Sharing baseline data (i.e., abnormal laboratory values, body composition results, and health concerns) providing healthy food, and enlisting funding from the hospital leadership staff were additional recommendations.
DISCUSSION
This study targeted registered nurses who are also mothers at their workplace as an innovative approach to increasing daily physical activity. The premise for the study was social cognitive theory and modeling as well as behavioral principles related to environmental manipulation. Building on other work that encourages parents to be agents of change (Gilson et al., 2009; Golan & Crow, , 2004b; Golan, Weizman, Apter, & Fainaru, 1998) , this study provided data regarding the effectiveness of targeting parents in their work setting as a strategy for promoting their children's health and health behaviors. One of the most salient findings in this study was that hospital-based registered nurses were active, regardless of BM!. This may explain the lack of significant group differences in physical activity over time. On the other hand, the failure to find differences may be related to energy expenditure that was not captured by the SAM. The most preferred activities identified by nurses were stair climbing, Wii" activities, and Energy Burst clips. All of these activities may cause increased energy expenditure; however, these activities were likely not captured adequately with the SAM, which was designed to measure walking activity. This explanation is also supported by the significant differences in fat mass changes observed between groups. Intervention participants showed more positive change in overall body composition after adjusting for baseline differences.
The percent fat and lean mass changes may also have been influenced by dietary changes rather than changes in energy expenditure, which, although not the focus of the intervention, might have received some attention by registered nurse participants during the study. The theoretical underpinnings for the study lend some support to this notion. The intervention aimed to change behavior through environmental changes as well as by raising cognition and awareness of physical activity at work and away from work. As mentioned in the focus groups, it is possible that participants were engaging in mindfulness regarding both physical activity and nutrition and possibly made changes that were not captured by the study measures. As mothers, this could also have led to changes in modeled behaviors that could have resulted in healthier choices for their children.
In explaining the lack of group differences in physical activity levels at post-intervention, it is noted that control participants also increased their physical activity. As suggested by others (Epstein, 1984) , simply enrolling in the study may have had an influence on health behaviors. Control participants volunteered through recruitment ads and thus may have been motivated to increase their physical activity.
A final outcome of the study is that it is feasible to target the worksite of hospital-based registered nurses to improve body composition and physical activity. Focus group findings were additive and consistent with the objective data collected. The menu of options provided different activities for participants. Consistent with social cognitive theory, which guided this study, the support of colleagues and nurse managers was identified as important for success. At least two nurses highlighted how they increased their activity at home with their children. The nurses unanimously recommended continuing this work.
Limited examples of other worksite physical activity interventions for nurses have been reported in the literature. Yuan et al. (2009) tested a 3-month worksite physical activity program on nursing units. These researchers targeted nurses in general rather than nurses who might also be mothers. Although significant improvement in health-related physical fitness was found for nurses participating in the experimental group, the physical activity intervention was different from this intervention. In the current study, the researchers encouraged and provided ways for nurses to incorporate physical activity within the workday. In the study conducted by Yuan et al. (2009) , the nurses used a stair-stepping machine at the worksite, but outside of the workday.
Regardless of whether worksite physical activity interventions are incorporated into the work flow or simply at the worksite, the potential to improve nurses' (and also mothers') health is significant. Evidence suggests that the hospital environment and culture may impact nurses' risk for obesity (Zapka et al., 2009) . Additionally, stress level may be one potential factor that can impact the overall health of nurses (Tucker et al., 20 I0) , and worksite physical activity interventions may decrease stress. Nationwide, efforts to encourage and support healthy behaviors in the workplace are increasing. The Centers for Disease Control and Prevention started the LEAN Works! (Leading Employees to Activity and Nutrition) online resource in 2009 to support workplaces in implementing programs. Ultimately, these programs can benefit not only employees but also employers through reduced absenteeism and lower health care costs (Centers for Disease Control and Prevention, 2010; Hunter, Branson, & Davenport, 2010; 0stbye, Dement, & Krause, 2007) .
Most studies focused on increasing worksite physical activity use step count by pedometer as the primary outcome measure. Few studies have focused on using other measures, such as body composition, as the primary or even secondary outcome. Lara et al. (2008) implemented a worksite intervention that integrated IO-minute exercise breaks during work time of office workers. Participant anthropometrics, including BMI and waist circumference, were measured as primary outcome measures. After I year of intervention, significant improvements in both waist circumference and BMI were found, although BMI changes were only significant for men.
Many strengths and limitations were identified in this study. The intervention was based on theoretical principles and previous research by the investigators, thereby providing a sound rationale for the approach. Robust measures were used to evaluate the effects of the intervention. These measures include objective, valid, and reliable instruments for measuring BMI, body composition, and physical activity levels. Although the researchers chose to forego random assignment for this study to engage nursing units willing to pilot test this innovative strategy, control participants were enrolled using the same eligibility criteria as intervention participants to strengthen the conclusions regarding intervention effects. The inclusion of groups stratified by BMI category speaks to the potential of the intervention as a preventive strategy at both primary and secondary levels. The menu of options allowed for flexibility at the unit and individual levels. A related strength was the practical approach to increasing physical activity. Given the busy schedules of working parents, identifying strategies that could incorporate physical ac-tivity into existing routines and tasks holds promise for generalization to other settings. Finally, the solicitation of participant feedback through focus groups clarified facilitators and barriers to inform and shape future strategies. The participants clearly supported continuing the strategy. Further research is warranted to advance understanding of how the work setting can be leveraged to promote physical activity and health of working parents and their children.
Study limitations included a small group of homogeneous participants and only one study site, thereby limiting generalizability of findings. The non-random assignment, necessary to identify nursing managers willing to redesign their nursing units and work flow for participation in the intervention, limits study conclusions. Although the number of enrolled participants provided adequate statistical power to detect differences in physical activity expected when the study was designed, the differences actually observed were much smaller. Because the nurses were active at baseline, the researchers may have also observed a "ceiling" effect in physical activity. As reported by Gilson and others (Gilson et al., 2009; Ogilvie et al., 2007) , more sedentary participants in worksite physical activity interventions have greater increases in activity levels. The short duration of the intervention, seasonal effects, and lack of longitudinal monitoring also limit what can be concluded from study data and warrant further research.
The overall data suggest the work setting may be useful for engaging nurses who are working mothers in becoming aware of and changing their physical activity levels at work and away from work. Nurses were active, as measured by daily steps at baseline regardless of BMI, yet the intervention favorably influenced overall percent body fat and lean mass. This may suggest higher levels of physical activity are needed for fat loss in this nursing population. Future research should include a larger sample with a longer intervention and additional measures to capture different forms of energy expenditure as well as nutritional patterns of nurses who are also parents. Measuring self-efficacy and social support might also elucidate factors leading to behavior change. Assessment of effects on children will be warranted if parent changes are substantiated. This population of overweight and obese women is uniquely challenging to target due to their stressful work and home lives. Finding strategies that can fit into and support their work and home lives is warranted.
IMPLICATIONS FOR OCCUPATIONAL HEALTH NURSES
Occupational health nurses can develop and implement worksite physical activity interventions that can be incorporated into the work flow or at the worksite to improve nurses' (and also mothers') health. Occupational health nurses observe the effects of the hospital environment and culture on nurses' stress levels and overall health, including weight management. Nationwide, efforts are growing to encourage and support healthy behaviors in the workplace. The Centers for Disease Control and Prevention started the LEAN Works! online resource AAOHN JOURNAL· VOL. 59, NO.9, 2011 in 2009 to support workplace programs. Worksite physical activity interventions have substantial potential to decrease stress and promote health and wellness. Ultimately, these programs benefit not only employees but also employers through reduced absenteeism and lower health care costs (Centers for Disease Control and Prevention, 2010; Hunter et aI., 2010; 0stbye et al., 2007) .
The menu of options offered in this study allowed for flexibility at the unit and individual levels, which occupational health nurses could build on to meet individual preferences and needs. Given the busy schedules of working parents, identifying strategies that could incorporate physical activity into existing routines and tasks holds promise for generalization to other settings. This is true for hospital nurses and may be equally important for working mothers who have sedentary positions (e.g., clerical or management). Additionally, worksite strategies for working mothers in sedentary positions outside of health care might combat the risks of obesity and preserve quality time for one's children outside of work. It is also worth noting the role modeling of health promotion and self-care strategies for clients. Nurses who understand the barriers and facilitators to achieving adequate levels of physical activity are likely to be better teachers for their clients.
